OMB Arg)roved No. 2900-0161
Respon

ent Burden: 12 minutes

\‘YL\ Department of Veterans Affairs

MEDICAL EXPENSE REPORT

1. NAME OF VETERAN (First,middle,last) 2. VA FILE NUMBER

3A. NAME AND ADDRESS OF CLAIMANT 3B. CHANGE OF ADDRESS (Check | 4. VETERAN'S SOCIAL SECURITY NO.
box if address in Iltem 3A is different
from last address furnished to VA)

NOTE: Family medicalexpensesreamountsactually paid by you during the incomereportingyearfor medicalexpensedor which you arenot
reimbursedy insuranceor any othersource. Reportthe actualunreimbursecamountyou paid for medicalexpensegor yourselfandany relatives
you are underan obligationto support.Do not reportany expenseyou havenot paid or expensegaid for you by someoneelse. If thereis not
enoughspaceto reportall your expense®n this form, attacha separatesheetof paperwith columns correspondindo thoseon this form. Be sure
to write your VA file number on any attachments.

You may report any medical expenses which are reasonably related to medical care. Example of allowable medical expenses include thg
following: hospital expenses, office visits, drugs and medicines, eyeglasses, dental fees, medical insurance premiums (including the Medjcare
deduction), hearing aids, nursing home fees, home health services, and transportation for medical purposes (.20 per mile plus parking angl tolls
fares for taxis, buses, etc.). If you are not sure whether a particular expense is allowable, list it and fully describe the nature of the expende. V/
determine whether it can form the basis for a deduction.

Report medical expenses for the period thru . If no dates appear on this line,
refer to the accompanying letter or Eligibility Verification Report for the dates your medical expense report should cover.

5. ITEMIZATION OF MEDICAL EXPENSES

A. PURPOSE (Physicianor Hospital Charges B. AMOUNT PAID C. DATE PAID D(N'ja'fn'\g%folj'zostsg\ég‘fgt E. FOR WHOM PAID
Eyeglasses, Oxygen Rental Medical Insurance, etd.) BY YOU (Mo/Day/Yr) Hospital Lab'etc.) ' (Self, spouse, child)

MEDICARE (PART B) SOCIAL SECURITY

PRIVATE MEDICAL INSURANCE

IMPORTANT: Be sure to sign this form in Iltem 7A on the reverse side. Unsigned reports will be returned.

VA FORM EXISTING STOCKS OF VA FORM 21-8416, JAN 1994,
SEP 1999 21-8416 WILL BE USED.



5. ITEMIZATION OF MEDICAL EXPENSES (Continued)

A. PURPOSE (Physicianor Hospital Charges B. AMOUNT PAID C. DATE PAID %Ngﬁn“é%fogostsg\ég%ist E. FOR WHOM PAID
Eyeglasses, Oxygen Rental Medical Insurance, etq.) BY YOU (Mo/Day/Yr) Hospital Lab'etc.) ! (Self, spouse, child)

I have not and will not receive reimbursement for these expenses. | certify that the above information is true.

6A. DAYTIME TELEPHONE NO. (IncludeAreaCode) 6B. EVENING TELEPHONE NO. (Including AreaCode)

7A. SIGNATURE OF CLAIMANT (Do NOT print) 7B. DATE

PENALTY: Thelaw providesseverepenaltieswhich includefine or imprisonmentor both, for thewillful submissiorof any statemenbr evidenceof
a material fact, knowing it is false, or fraudulent acceptance of any payment to which you are not entitled.

PRIVACY ACT INFORMATION: No exclusionfrom incomemay be grantedunlessthis form is completedandreturnedasrequiredby existing
law (38 CFR 3.272). The responses/ou submit are consideredconfidential (38 U.S.C. 5701) and may be disclosedoutside VA only if the
disclosureis authorizedunderthe Privacy Act, including the routine usesidentified in the VA systemof records,58VA21/22/28 Compensation,
Pension,Education,and RehabilitationRecords- VA, publishedin the FederalRegister. The requestednformation is consideredrelevantand
necessaryto determinemaximum benefits provided under law. Information submittedis subjectto verification through computer matching
programswith otheragencies.Incomeinformation and employmentinformation furnishedby you will be comparedwith information obtainedby
VA from the Secretaryof Healthand HumanServicesor the Secretaryof the Treasuryunderclause(viii) of section6103(1)(7)(D)of the Internal
RevenueCodeof 1986. Any informationprovidedby you, including your Social SecurityNumber,may be usedin matchingprogramsconductedn
connectionwith any proceedingfor the collection of an amountowed the United Statesby virtue of your participationin any benefit program
administered by the Department of Veterans Affairs.

RESPONDENTBURDEN: VA may not conductor sponsor,and respondents not requiredto respondto this collection of information unlessit
displaysa valid OMB Control Number. Public reportingburdenfor this collectionof informationis estimatedo averagel2 minutesper response,
including the time for reviewing instructions,searchingexisting data sources,gatheringand maintainingthe data needed,and completingand
reviewingthe collectionof information. If you havecommentsegardingthis burdenestimateor any otheraspectof this collectionof information,
call 1-800-827-1000 for mailing information on where to send your comments.




